Dear Editor:
We have read with interest the article recently published in the journal (Amiel Castro et al. 2017) . We consider that it is an important contribution to psychiatry research, with novel information. Nevertheless, in our opinion, the article presents some points that could be commented and limitations that we would like to add.
Firstly, we would like to know how the authors would explain the variations towards the p values for the variables presented in Table 2 , for example, the variable Black of selfsteem,^in which the p value is significant in an intermittently way along the pregnancy time. We believe that this variation could be due to many reasons. As we know, there is a 5% probability that the result can turn on a significant value randomly, and the authors present 72 p values; therefore, for what is expected, there should be at least three or four significant random p values (Amiel Castro et al. 2017) . Consequently, it is not clear for us if the results presented are true associations or happened by chance.
Secondly, a multivariate analysis would be ideal for future studies, because there are many factors that would have been interesting to consider in the analysis as confounding variables (Biaggi et al. 2016) . Like the authors said, we advise in future studies, to consider variables like woman's relationship with her own parents, history of childhood abuse, and lack of partner support and of social support and other life events that can be associated with depression in pregnancy (Biaggi et al. 2016; Fisher et al. 2012) .
Furthermore, the authors stated: BWe asked all women about a range of their symptoms throughout pregnancy, not only those with a diagnosis of depression^ (Amiel et al. 2017) . Also, it is mentioned that patients that were taking a psychotropic medication were part of the exclusion criteria; nevertheless, antidepressants belong to that medication group and, taking both statements into consideration, it is not perfectly clear for readers to understand whether patients with depression have been excluded or not. The recall bias is mentioned as a limitation, but the reasons for this are not specified. We consider that it is probably because they did not estimate the variable of the depression diagnosis. Patients that are aware of having depression tend to remember their symptoms better than the others. We would like to add that there is a memory bias because it is difficult for participants to remember their feelings each month of the pregnancy or the exact month, being possible that the patient assigns a different date for their feelings (Hammer et al. 2009 ). We consider that it would have been better if the authors had evaluated symptoms every 3 months.
In addition, the authors mentioned that making a prospective study about this topic would have a bias in reporting due to the awareness of the study by the patients. We would like to emphasize that conducting a prospective study about this topic would also be unethical, because if the diagnosis or the suspicion of depression appears, the patient must be evaluated and treated, if it was necessary. Besides, according to a study, depressive symptoms persist for 5 years postpartum, which is why we suggest in future similar studies to screen depression in those patients or refer those to a psychiatry service (Najman et al. 2000) .
In conclusion, the present letter intends to make some constructive commentaries about the article in order to contribute to future research about this topic, and we encourage the screening of depression in pregnant women as an important public health issue.
